Background
Problematic interethnic relationships, expressed by feelings of discrimination, may contribute to ethnic variations in health and health care utilization. The impact of daily perceived discrimination on (mental) health has been shown. Less is known about the effect of everyday discrimination on the health care utilization. We examined the relationship between perceived discrimination of Turkish and Moroccan patients on GP health care utilization in the Netherlands and on health services use in the home country.
Methods
Cohort study within the second Dutch National Survey of General Practice (2001) . Interviews were conducted with 416 Turkish and 381 Moroccan respondents, and repeated in 2005 among respectively 118 and 102 participants. Linear, logistic and zero-inflated binomial regression models were used for the analyses.
Results
Perceived discrimination was associated with non-attendance to the GP. Perceived quality of GP care was not a mediator in this relationship. No evidence was found for substitution of health care utilization in the home country to health care in the host country. GP attenders had higher odds of using health care in the home country than non-attenders. Over time, a lasting discrimination feeling was related to persistent non-attendance at the GP practice.
Conclusion
Ethnic minority patients who feel discriminated may avoid GP health care. Further research is warranted on magnitude and health effects of such potential underutilization. Information on perceived discrimination within health care settings would increase insight into the profile of nonattenders, and on possible measures to better target interventions at a group at risk of underutilization.
Introduction
An extensive body of literature shows that perceived discrimination is associated with health problems, including depressive symptoms (1), psychiatric disorders (2) (3) (4) (5) (6) , and general poor self-rated health (7) . Perceived discrimination has also been studied for its impact on health behaviours. Studies addressing this link found that perceived discrimination is associated with underutilization of care in general (8;9) , medical care delays and non-adherence to treatment (10) (11) (12) , pharmacy prescription delays and medical tests delays (13;14) or substituting alternative health care to conventional health care (15) .
The association between perceived discrimination within health care settings and underutilization is easily understandable, in situations where patients avoid disagreeable medical encounters. However, the relation between perceived discrimination outside health care settings and underutilization of health care is less easy to explain. Studies focussing on underlying mechanisms are scarce. Some answers were formulated, for which empirical testing lacks until now. Burgess found evidence for an independent effect of perceived discrimination outside heath care settings on health care underutilization (9) , and suggested that experiences of perceived discrimination outside health care settings might lead individuals to avoid dominant culture institutions. These include the health care system, in which discrimination might occur as well.
The first objective of this paper is to specify the explanation proposed by Burgess and test it empirically. When seen as potentially stressful, we expect the perceived quality of medical encounters to decrease in the eye of the patient. Perez (16) found an association between perceived discrimination outside health care settings and perceived quality of care. Perceived impaired quality of care would, in turn, affect utilization of health care. The effect of perceived discrimination outside health care settings on health care utilization would therefore be mediated by perceived quality of care.
Perceived discrimination may also have consequences for health care seeking behaviour. Bazargan (15) showed that discrimination feelings are strongly related to alternative health care use. Would the use of health care in the country of origin constitute an alternative to mainstream healthcare in the host country for immigrants? In the Netherlands, it is common for some immigrant groups to spend holidays in the countries of origin. Making use of health care in those countries is not exceptional. According to a Dutch report (17) on health and well-being of elderly migrants, 63% of the Turkish elderly who spent a holiday in the country of origin also visited a health care provider there (42% for the Moroccan group). However, we found no studies examining the effect of perceived discrimination on use of health care in the country of origin. The second objective of this paper includes testing the hypothesis that those who feel discriminated against would also be more inclined to avoid mainstream healthcare, and make use of alternatives, like health care in the country of origin.
Besides the evidence for use of health care in the country of origin, immigrants of Turkish and Moroccan origin also report high levels of perceived discrimination in the Netherlands (18) . These two points led our choice of studying perceived discrimination in relation to health care utilization within these two groups.
We examine the relationship between perceived discrimination outside health care settings and GP health care utilization among two of the major ethnic minority groups in the Netherlands. We firstly relate health care utilization of Turkish and Moroccan respondents to their reported feelings of discrimination in the Dutch society (in three domains/instances: general, government and work). Secondly, we examine the possible mediating role of perceived quality of GP care in this relationship. Thirdly, the consequences of perceived discrimination for use of health care in the country of origin during longer stays, i.e. holidays are being investigated. Finally, the stability of the associations between perceived discrimination, perceived quality of GP care and GP health care utilization are tested longitudinally, by comparing the results of 2001 with the results of 2005 among a cohort of respondents who also took part in a second measurement (T1 : 2001 and T2: 2005). Stable associations point out at a lasting behaviour.
Conceptual model
The model guiding the hypotheses is adapted from R. Andersen's Behavioral Model of Health care utilization (19) . In this adaptation, perceived discrimination is linked to ethnic background and is regarded as a factor determining perceived quality of GP care (as a predisposing characteristic) and subjective (self-reported) health status (as a need factor). The relationship with health status is explained by the effect of perceived discrimination on mental or physical health through the stress response explored in several papers (see review of Clark and colleagues (20) ). In turn, perceived quality of GP care predisposes individual to GP health care utilization, taking need factors and enabling characteristics into account. Finally, perceived discrimination operates through perceived quality of care and GP health care utilization to influence the use of alternatives to GP health care (substituting health care use in the country of origin to mainstream GP health care) (see figure 3.1). The questionnaire was translated towards the different native languages (forward-backward method) and field-tested. Respondents were interviewed in the language of their choice. Interviewers and respondents were matched on ethnicity. The response rate for T1 was about 50% and did not differ significantly between groups. The main reasons for nonresponse were that respondents could not be reached (24.9%) or refused (19.5%) (22) . Of T1 respondents, 72% agreed to take part in T2. Eventually 38.4% of the respondents who agreed at T1 took part in the follow-up interviews (118 Turkish and 102 Moroccan participants). The rest (n=354) could not be reached (52.8%) or refused (8.9%).
Measures
Perceived discrimination Perceived discrimination was measured as a group phenomenon. The three statements concern the way the respondent's national/ethnic group is being discriminated against by or within several instances, i.e. the government and in companies, and in general (see box 3.1 -supplementary Chapter 3 51 internet file). Respondents indicated the extent to which they agreed/disagreed with the statements on five-point Likert type scales. As reliability analysis did not yield a sufficient Cronbach's alpha (alpha=0.58), the main analyses were conducted for each item separately. Similar items were used in other studies (23;1).
Health care utilization
Health care utilization was measured using the self-reported number of contacts with the GP in the past two months. Non-attenders were included in the analyses and scored zero for this variable.
Use of health care in the country of origin Respondents were asked whether they consulted a GP, a specialist or another health care provider in the country of origin during the past holiday, for those who went there. Within the QUOTE instruments, quality of care is defined as "the degree to which (perceived) performances of health and social care services meet the need of individuals with respect to important aspects" (26) . Therefore, the instrument combines individual (i) importance ratings (I) and actual performance ratings (P) for each specific aspect, or item (j), of health care. The importance ratings are measured on a four-point scale, ranging from 'not important' to 'extremely important'. The performance ratings on the same items are also measured on a four-point scale (1='no', 2='not really', 3= 'on the whole yes', 4='yes'). Quality impact indices are calculated by the formula Q ij =I ij × P ij. The version of the QUOTE-Mi used in these analyses is based on 16 items (see supplementary internet file). The individual quality impact scores were added up and divided by the total number of items to produce an overall quality impact sumscore (min. 4 -max. 16 ).
Statistical analyses
Perceived discrimination, GP health care use and the role of perceived quality of GP care Cross-sectional associations with the number of GP contacts were assessed at T1 using zero-inflated regression models, because of the excess number of cases with zero contact with the GP in the past 2 months. Models were built stepwise, including (step 1) socio-demographic variables (age, ethnicity, education level and gender) and self-reported health status; (step 2) perceived discrimination and (step 3) perceived quality of care. Analyses were conducted separately for each of the three discrimination items (only models with significant associations are shown). These analyses were conducted for the whole T1 sample (n=797).
Use of health care in the country of origin
Associations with the use of health care in the country of origin were assessed using a logistic regression, and included the same covariates as the analyses on the number of GP contacts. Contact with the GP (yes/no) in the past two months was also added to the model. Only respondents who went to their country of origin in the past year/holiday were included in these analyses (n=438). Of the 206 Moroccan respondents who stayed in Morocco in the past year 22% had contact with a health care provider there. In the Turkish group, approximately the same proportion of respondents spent the last holiday in Turkey (55.8% of the 416 respondents) and 28 % had contact with a health care provider.
5-year interval
Following the results of the analyses on GP health care use (see results section), the longitudinal part of the study was conducted on the stability of the effect of discrimination on non-attendance to the GP practice. We used logistic regression models to assess the OR's of non-attendance to the GP practice at both T1 and T2 for respondents who reported feeling discriminated at both T1 and T2. Variables included in the models were age, gender, ethnicity, education level, self-reported health status at T1 and self-reported health status at T2. These analyses were conducted for participants to both T1 and T2 measurements (n=220). Statistical analyses were performed using GNU's R and SPSS 16.0.
Results

Study population
The samples on T1 and T2 did not significantly differ from each other on ethnicity, gender, country of birth, and educational level. Participants to T2 were on average one year younger than participants to T1 (almost significant). Multivariate analyses showing the odds of taking part to T2 based on socio-demographic characteristics at T1 showed the same results, indicating no selection effect within this cohort (published elsewhere) (28) . Average scores on perceived discrimination at T1 were significantly lower than at T2 for two out of three items. Perceived health status at T2 did not differ from T1. Perceived discrimination, GP health care use and the role of perceived quality of GP care
The model in table 3.2 presents the regression coefficients of the number of GP contacts in the past 2 months at T1. The zero-inflated negative binomial regression fits the models for two parts: the factors associated with zero contacts with the GP, and the factors associated with the numbers of contacts with the GP. Model 1 introduces the socio-demographic variables and self-reported health status. Being female and reporting a lower health status was positively associated with more GP contacts, but not with non-attendance. Model 2 introduces perceived discrimination (here in work domain). Perceived discrimination was positively associated with non-attendance. However, no significant association was found with the number of GP contacts. When adding perceived quality of care in the last step, the influence of perceived discrimination decreased slightly, but remained significant, while the coefficient of perceived quality of care did not reach significance for non-attendance. In this last model, neither perceived discrimination nor perceived quality of care showed significant associations with the number of GP contacts. The factors associated with non-attendance were different from the factors associated with the number of contacts in the linear part of the model (Y>=0). Perceived discrimination was a significant predictor of nonattendance, but did not add any significant information about the number of contacts with the GP, above self-reported health status and confounding variables. On the other hand, self-reported health status was not significantly associated with non-attendance, opposite to perceived discrimination. Use of health care in the country of origin Table 3 .3 presents the OR's for variables associated with the use of health care in the country of origin during the past holiday. The OR's of having had contact with a health care provider in the country of origin were significantly higher for older respondents at step 1, and those with a better health status had lesser odds of having used health care in the country of origin. Model 2 adds perceived discrimination to the model (here in the work domain). This variable did not add any significant information to the model. The same analyses were conducted for the two other discrimination domains and showed similar results. The last step introduces information on contacts with the GP in the Netherlands. Those who had no contact with the GP in the Netherlands (past two months) had smaller odds of having used health care in the country of origin. The association with reported health status was not significant anymore. In the first model, the persistence of a high discrimination feeling (domain: general) was associated with no contact with the GP in 2001 and in 2005. These analyses took the increase in perceived health into account (perceived health status at T1 and at T2), which was also a significant determinant of unchanged non-attendance. The two other models did not yield significant associations between the persistence of discrimination in the two other domains (work and government), but the directions of these associations followed the same pattern as for the first model. For those two last models, being younger and a better perceived health at T2 were significantly associated with no contact with the GP in 2001 and in 2005.
Non-attendance in 2001 and 2005
Discussion
Perceived quality of GP care did not contribute significantly to the models explaining health care utilization. Perceived discrimination outside health care settings showed an important relationship with having had no contact with the GP, but was not associated with the overall frequency of contacts with the GP. Non-attendance to the GP practice was negatively associated with health care use in the country of origin. Finally, the longitudinal part of the analyses showed that a lasting discrimination feeling was also related to a persistent non-attendance to the GP practice.
These results do not confirm our first hypothesis. We expected impaired quality of care to be the mechanism through which perceived discrimination in society at large would operate to influence the health care utilization of ethnic minorities. Our results show that the association between perceived discrimination and health care utilization is not mediated by perceived quality of care. Therefore, perceived discrimination outside health care settings could have a direct effect on health care utilization, or other mediators not measured could be playing a role, without affecting the relationship with perceived quality of care.
The analyses revealed different sets of factors associated on the one hand with non-attendance to the GP practice (defined as no contact with the GP vs. contact) and, on the other hand, to the frequency of contacts. For similar perceived health states, those who feel more discriminated are more inclined not to seek help at all at their GP, than those who feel less discriminated. These findings point at a group potentially at risk, probably not seeking appropriate health care when needed.
The next question is whether this specific group of non-attenders has developed alternatives for GP health care. Analyses showed that use of health care in the home country was not substituted to GP care. Additional research focussing on the health seeking patterns of GP non-attenders among ethnic minorities should take alternative forms of health care in the host country into account, like for instance the use of emergency care, traditional medicines or self care.
Study limitations
A limitation is the small number of items for measuring perceived discrimination. Those items could not be summarized to a scale (low Cronbachs' alpha), showing the importance of covering different domains when measuring discrimination in society at large. Likewise, in the analyses, the relative contribution of discrimination to the several models was different according to the domain in which it was measured. However, the direction of the associations was always concordant.
Another limitation is that GP health care utilization is based on self-report instead of registration data. Recall bias might play a role, but then there is no evidence that this would be more important among participants who feel more discriminated than among the others. Also, the recall window was relatively short (past two months preceding the interview date), which lowers the error risk (28) . Therefore, we do not expect self-report to be responsible for errors in the results on the influence of perceived discrimination on GP health care utilization.
Despite these points, this paper has shown a specific risk profile for GP health care utilization of patients who feel discriminated. Adding information on perceived discrimination within health care settings to discrimination feelings outside health care settings would give a better insight into the specific profile of non-attenders to the GP practice, and on possible measures to better target interventions at a group at risk of underutilization. The question remains on the magnitude of this risk, and its health consequences. In the Netherlands, the gate keeping system gives the GP a central place. Alternatives for GP health care are therefore limited, and could be hazardous if medical risks are high, or put unnecessary pressure on emergency care. Any country with large immigrant populations should take the effects of racial discrimination into account when assessing the equity in access to public services like health care. We believe that research on this topic should be conducted in other contexts and countries in order to offer a broader base for these findings.
